
10501 Telegraph, Suite 100 Taylor MI 48180 & 18451 West Twelve Mile Rd. Suite 201 Lathrup 

Village, MI 48076 

Telephone: (248) 900 EARS (3277) 

Email: information@earsinbalance.org 

 

 

Patient Information Sheet 

Name: _________________________________________________________  Date: __________________ 

Address: _______________________________________________________   Birthdate: _______________ 

City: _______________________ State: _______  Zip: _______________  Phone: __________________ 

Email Address: __________________________________________________ 

Emergency Contact: ______________________________________________  Phone: __________________ 

 

Primary Care Physician: __________________________________________ Phone: _____________________ 

Referring Physician: ______________________________________________ Phone: _____________________ 

 

Acknowledgement of Notices of Privacy Practices 
 

By signing below, I acknowledge that a copy of the offices of Privacy Practices is viewable upon my request.  

I hereby authorize and direct all payments to Ears in Balance, Inc, for the Audiology and hearing aid benefits, 

if any, otherwise payable to me under the terms of my insurance. I hereby authorize Ears in Balance, Inc to 

release any information acquired during my treatment to my insurance company and to the primary care 

physician. I hereby authorize photocopies of this form to be valid as the original. I acknowledge that by 

signing this I am responsible to check if Ears in Balance, Inc is in network with my insurance and participating 

provider. I also understand if Ears in Balance, Inc is not a participating provider or is out of network, I am 

responsible for the charges of my treatment. 

 

Patient Signature: ________________________________________________________ 



 
 

 
Two Locations: 
18451 W 12 Mile Rd Suite 201, Lathrup Village, MI 48076 248. 900.EARS (3277)  
10501 Telegraph Rd Suite#100, Taylor, MI 48180  www.earsinbalance.org 

NAME:   DATE:   
 

THE HEARING HANDICAP SCREENING FORM 

INSTRUCTIONS: The purpose of this scale is to identify the problems your 
hearing loss might cause you. Please select YES, SOMETIMES, or NO for 
each question. Do not skip a question if you avoid a situation because of 
your problem. If you currently wear hearing aids, answer the question the 
way you hear without a hearing aid. 
 
 

Does a hearing problem cause you to 
feel embarrassed when you meet new 
people? 

YES SOMETIMES NO 

Does a hearing problem cause you 
to feel frustrated when talking 
with members of your family? 

 
YES 

 
SOMETIMES 

 
NO 

Do you have difficulty when someone 
speaks in a whisper? 

YES SOMETIMES NO 

Do you feel handicapped by a hearing 
problem? 

 
YES 

 
SOMETIMES 

 
NO 

Does a hearing problem cause you 
difficulty when visiting friends, 
relatives, or neighbors? 

YES SOMETIMES NO 

Does a hearing problem cause you 
to attend religious services less often 
than you would like? 

 
YES 

 
SOMETIMES 

 
NO 

Does a hearing problem cause you to 
have arguments with family members? 

YES SOMETIMES NO 

Does a hearing problem cause you 
difficulty when listening to TV or the 
radio? 

YES SOMETIMES NO 

Do you feel that any difficulty with 
your hearing limits or hampers your 
personal or social life? 

 
YES 

 
SOMETIMES 

 
NO 

Does a hearing problem cause you 
difficulty when in a restaurant with 
relatives or friends? 

 
YES 

 
SOMETIMES 

 
NO 









18451 W 12 Mile Rd, Lathrup Village, MI 48076   25426 Goddard Rd, Taylor, MI 48180 
Phone:  248.900.3277 

 

 

  

SMS CONSENT FORM 

 

 

Patient Name: ____________________________________________________________________ 

DOB: _____/_____/_____ 

 

I hereby grant Ears In Balance permission to text me communications like Appointment Reminders 

and matters relating to the appointment to my cell phone. 

Cell Phone Number:______________________________________________________________ 

Expiration Date: __________________________________________________________________ 

    (Patient may revoke this document verbally or in writing at any time) 

 

________________________________________________     _____________________________ 

Signature of patient/Guardian             Date 

________________________________________________ 

Print (Last Name, First Name) 

---------------------------------------------------------------------------------------------------------------- 

 

 

I do not want Ears in Balance to text my information to my cell phone 

 

 

________________________________________________     _____________________________ 

Signature of Patient/Guardian              Date 

________________________________________________ 

Print (Last Name, First Name) 

 


	EIB SMS Consent form

